Introduction
Dementia is a public health priority that requires urgent action from policy makers, service providers and health professionals (Australian Institute of Health and Welfare, 2012). There are over 400,000 people living with dementia in Australia and this number has been predicted to increase up to 536,000 by 2025 and over 1.1 million by 2056 (Brown, Hansnata & La, 2017) . Dementia is a condition characterised by impairment in language, memory, perception, personality and cognitive skills, affecting a person's ability to participate in day to day activities (Australian Institute of Health and Welfare). Changed behaviours such as depression, agitation and apathy are common (Cummings, 2001) as are manifestation of frailty, falls, sleep disturbances, delirium and visual dysfunction (Kurrle, Brodaty & Hogarth, 2012) . Seventy per cent of people with dementia live in the community while the remainder live in residential care (Australian Institute of Health and Welfare). As the primary funder of health and aged care services in Australia, the Government has acknowledged that there is a need to better support people with dementia living in the community, their families and caregivers (Brown et al.) .
A need for improved care has been echoed by consumers. People with dementia (and their caregivers) have identified preferences for restorative care that can maximise independence and assistance to help caregivers better support them to remain at home (Low, White, Jeon, Gresham & Brodaty, 2013) . Non-pharmacological interventions, such as exercise and occupational therapy, can delay the progression of functional decline or disability in people living with dementia in the community (Olazaran et al., 2010) . Australian clinical practice guidelines for dementia (2016) include a number of recommendations related to maintaining independence. The Guidelines recommend that people with dementia should be offered occupational therapy and that occupational therapy interventions should be individualised to the needs and abilities of the person with dementia and involve multiple components (e.g. caregiver education, skills training and engaging the person with dementia in activities) as studies have shown these interventions to be effective. The research underpinning the recommendation demonstrates that occupational therapy can lead to reduced functional dependence, improved quality of life and enhanced caregiver wellbeing (Laver, 2016) .
Within Australia, occupational therapy for community dwelling people with dementia is provided through government, not-for-profit and private organisations (Department of Health Australia, 2016). For example, care within a person's home (usually funded by the Commonwealth Government) is delivered via the recently introduced consumer directed care scheme (Department of Health Australia, 2012) . In this model, consumers must choose and pay for occupational therapy from their allocated funds. Occupational therapy is also provided within acute and subacute services funded by state governments or the Commonwealth. The capacity to which occupational therapy is utilised within the differing service contexts remains unknown. Therefore, there is a need to examine how current occupational therapy practice is used to promote independence and quality of life for people with dementia and the wellbeing of their caregiver.
Current literature suggests a significant gap between the care recommended in clinical practice guidelines and usual care. Few evidence based dementia care interventions have been implemented (Morrow-Howell et al., 2013) . Surveys of occupational therapists who work with people with dementia suggest that occupational therapists spend most of their time on assessment at the expense of intervention (Bennett, Shand & Liddle, 2011; Swinson et al., 2016) . The surveys also reveal that occupational therapists may not feel competent in treating older people with dementia at home ( Van't Leven et al., 2012) , pay limited attention to occupational participation (McGrath & O'Callaghan, 2014) and are restricted by time and organisational structures to provide recommended services Gately & Trudeau, 2017; McGrath & O'Callaghan) . Client factors such as changed behaviours and difficulty following treatment procedures have also been identified as barriers to service delivery (Gately & Trudeau) .
While surveys have explored occupational therapists' perceptions of care provided, they may be subject to self-reporting bias and lack an objective approach to providing feedback on current practices that can help improve accountability (Ivers et al., 2012) . One way in which we can understand current practice is by conducting case note audits (Holmboe, 2008) . Audits can be used to quantify the evidencepractice gap; that is, the gap between what is recommended in clinical guidelines and what occurs in clinical practice (Bennett & Bennett, 2000) and to feedback information about current practice to staff. In many cases audit and feedback has been shown to result in improvements in service delivery (Ivers et al.) . To our knowledge, no case note audits have been conducted of occupational therapy interventions in providing services to people with dementia in Australia. The aim of this audit was to determine: What are the assessment and intervention approaches used by occupational therapists working with people with dementia living in the community? 
Methods

Eligibility criteria
This audit is a part of a larger scale study registered with the Australian New Zealand Clinical Trials Registry (ID: ACTRN12617000238370). Case notes were audited from different service contexts in New South Wales and South Australia. These services were community geriatric services managed by Local Health; intensive home based rehabilitation services; services provided by a private organisation where patients use government funded home care packages to purchase services for themselves and; a centre based rehabilitation service. Case notes were included if a person had a diagnosis of dementia, or cognitive decline suggesting probable dementia, and if the person had been referred to occupational therapy and subsequent assessment(s) and/or intervention(s) performed by an occupational therapist were documented. No restrictions were placed on duration of service or number of referrals.
Data extraction
Case notes from the included sites were audited sequentially dating backwards from 31 December 2016 to 1 January 2015 to capture recent data. Guidelines for conducting clinical audits do not provide prescriptive information regarding sample sizes but suggest including 10 cases (charts) per variable of interest (Gearing, Mian, Barber & Ickowicz, 2006) . We aimed to include a total of 100 case notes and selected five different sites of interest to reflect the different contexts in which occupational therapy is delivered in the community (hence, we required 20 case notes from each site). Furthermore, based on the number of people with dementia seen at each site and the similarities between sites in terms of population (community dwelling people with dementia) and traditional nature of the occupational therapy role at each site, we established that 20 notes from each service would provide information that could be generalisable to other settings (Dixon & Pearce, 2011) . Data extraction was completed by independent auditors (not treating occupational therapists), trained in the use of the data collection tool. Data collected included the following variables: age, gender, living situation, formal cognitive assessment tools used, duration of occupational therapy service, number of face to face and telephone consultations, assessments undertaken and intervention approaches used. The data collection tool had space for recording formal cognitive assessments and occupational therapy assessment methods used. Findings from earlier research (Bennett et al., 2011; McGrath & O'Callaghan, 2014) were used to create a list of the most commonly used occupational therapy interventions in care of people with dementia. The data extraction tool has been attached as an Appendix I.
Data analysis
All data were entered into SPSS Version 22 (IBM Corporation, 2013). Descriptive statistics were used to summarise sociodemographic data and service characteristics as well as to describe assessment and intervention approaches used. Two subgroups (based on age and living situation) were defined to explore differences in assessment and interventions used. Age subgroups were defined as under 70 years, 70-84 years and 85 or older. The age cohorts of particular interest were under 70 years and 85 or older. These cohorts were defined based on the prevalence of dementia among senior Australians from less than 3% of under 70 year olds to over 28% of centenarians (Australian Institute of Health and Welfare, 2012) . Living situation was defined as 'living alone in the community' and 'living with others'.
Chi-square test of two proportions was used to determine if interventions received by the subgroups were similar. Fisher's exact test for determining the statistical significance was reported when there were insufficient numbers of participants in subgroups to use the test of two proportions. The null hypothesis for the test was that the difference between the subgroups was equal to 0 (zero), P < 0.05 was considered significant.
Results
A total of 87 case notes from four different service contexts were included in the analysis. Two of the sites were unable to identify the expected number of notes meeting the inclusion criteria. Sixty notes were audited from South Australia and 27 from New South Wales. Case notes were included from non-government organisations, community health services delivered by Local Health Networks, community rehabilitation services and outpatient day rehabilitation services. Characteristics of the included participants are presented in Table 1 . The mean age of participants was 81.8 years (range 43-101 years) and approximately half were female. Just over half of the participants lived with a spouse or other caregiver. A formal cognitive assessment conducted with a health professional was present in the notes most of the time (63 of 87, 72.4%). The most commonly used cognitive assessment was the Montreal Cognitive Assessment, followed by the Mini Mental State Examination.
Service delivery
The median length of the occupational therapy intervention was one month, ranging from a single consultation to a service offered over 14 months. The average number of face to face visits per referral was 2.1 visits, and the maximum number of visits recorded was 11. An average of 3.4 telephone contacts, were recorded with a maximum of 39 phone calls recorded within a referral. Almost half of the services offered continued for less than one full month (n = 44, 48.4%). All services offered by a non-government organisation comprised once-off consultations that consisted of home assessment and environmental modification and/or assistive device prescription. The number of visits and service length varied between the other service contexts. Table 2 summarises the type and frequency of assessments conducted. Overall, the four most commonly used assessments were home, fall risk, functional and cognitive assessments. A comparison of the total number of assessments conducted between the younger (under 70 years) and the older (aged 85 years and over) people with dementia as well as living situation found that the most commonly used assessments (in all groups) were home and fall risk assessments (Table 2) assessments tended to be used more with people living alone in the community, whereas home functional assessments were more commonly used for those living with other caregivers. Table 3 depicts the different intervention approaches used. Overall, the most common approaches were referral to other services, environmental modification advice and prescription of assistive devices or equipment, with over half of the participants receiving these interventions. The use of strategies to enhance memory were more commonly used interventions for people who were younger (under the age of 70) (P < 0.01), whereas this participant group was rarely prescribed assistive devices or equipment (P = 0.01). Around two-thirds of older people (aged 85 and over) received assistive devices (P = 0.033). Case management (P = 0.024) and psycho-social support (P = 0.029) were more commonly used interventions for participants who lived alone in the community.
Assessments
Interventions
Discussion
The findings of this audit suggest that evidence based dementia-specific treatment programs which are comprehensive, provided over a number of consultations and address the individual dementia specific concerns of the person and caregiver are under-utilised. A limited number of consultations are provided for people with dementia and there were only a few occasions in which caregivers were engaged in education, problem solving and skills building interventions. Thus, there is scope for more comprehensive intervention approaches to be used by occupational therapists with this population. Furthermore, there is a lack of evidence supporting the use of some interventions that are currently provided in clinical practice for people with dementia suggesting more research is required to determine efficacy. There are only a few small studies (Tchalla et al., 2013; Wesson et al., 2013) , which have investigated the efficacy of different fall prevention programs for people with dementia and there is still a lack of information about the best fall prevention approach for this population. There is also a lack of research into the effectiveness of case management for people with dementia (Reilly et al., 2015) , including efficacy for costs and resource use (Pimouguet, Lavaud, Dartigues & Helmer, 2010) . The effects of home assessment and environmental modification (the more common intervention approaches used) are also still relatively unknown for this population group. Stark, Keglovits, Arbesman and Lieberman (2017) found evidence that single and multicomponent interventions that included home assessment and modification can improve function and help reduce risk of falls among older people. However, their review only reported effectiveness of intervention outcomes for caregivers of people with dementia (Stark et al.) .
This study is consistent with other studies that have described the nature of occupational therapy interventions as short in duration. Specifically, earlier surveys regarding barriers to occupational therapists providing services to people with dementia suggest that therapists may be restricted with time (Bennett et al., 2011) , may not feel confident in their level of knowledge of current evidence about occupational therapy in dementia care (Bennett et al.) and may not have the adequate skills to support this population (McGrath & O'Callaghan, 2014; Van't Leven et al., 2012) . Such information regarding the therapists' knowledge and skills may assist with understanding the short service duration, why referrals are often made to other services and the limited amount of interventions offered.
The opportunity to offer evidence based interventions may also be limited by the service context, including the role of occupational therapy within the service. Most services provide programs that are short-term in Two case notes were missing detail about living situation, hence answers do not total 100%; ‡ More than one cognitive assessment was conducted with some participants, hence answers may not total 100%. SD, standard deviation. nature and there is pressure to discharge clients in a timely manner (Dow & McDonald, 2007) . Location of service provision may also be an issue. For example, when occupational therapy is offered in hospital clinics, therapists may have limited ability to conduct home safety assessments and make recommendations for improving the home environment. Alternatively, when referrals are made for home assessment and environmental modification, falls prevention or functional assessment, limited opportunities exist to provide interventions that address problem solving and caregiver coping strategies (Bennett et al., 2011) .
Current evidence supports longer term multicomponent occupational therapy interventions with one review (Laver, Clemson, Bennett, Lannin & Brodaty, 2014) showing effective interventions to reduce the behavioural symptoms of dementia provided an average of eight visits (range 3-17). Box 1 includes examples of such occupational therapy intervention programs found to be effective with community Alone (n = 36) With others (n = 49) <70 (n = 9) 70-84 (n = 39) ≥85 (n = 39) n (% of total) n (% of total) n (% of total) n (% of total) n (% of total) n (% of total) • Up to 10 home or telephone contacts from occupational therapist over four months;
• Assessment of participant capabilities and deficits;
• Complimented by nurse intervention (2 consults) for medical management;
• Caregiver education and skills building about home safety, simplifying activities and stress reduction. More than one intervention was provided with some participants, hence answers do not total 100%. There were no entries recorded for the following interventions: Reminiscence therapy, Validation therapy, Creative media (dance, drama, music, art), Outings (e.g. museum, clubs), Exercise/tai chi/yoga, Perceptual retraining, Stress management/relaxation training and Snoezelen. † Two participants were missing data on living situation; *P < 0.05 chi-square test of homogeneity or Fisher's exact test where number of participants in sub group was too small. Null hypothesis was set as no difference between the earlier defined study subgroups (age group and living situation) and interventions received. ADL, activities of daily living; IADL, independent activities of daily living.
one German study (Voigt-Radloff et al., 2011) has compared short-term occupational therapy intervention effectiveness to the multi-session approach to care; reporting that a multi-session community occupational therapy program (involving 10 consultations over five weeks) was no more effective than a once-off occupational therapy consultation. However, it should be noted that the participants presented with low level need for assistance at the beginning of the study and therefore the study outcomes may have been different had the participant care needs been higher (VoigtRadloff et al.).
Strengths and limitations
A strength of this audit is that it describes actual service provided and therefore helps remove bias that may be prevalent in self-reporting (Holmboe, 2008) . A variety of service contexts were also included, giving a broader understanding of the overall occupational therapy practice in care of people with dementia in Australia. However, while case notes were audited from two different states in Australia, the number of notes audited was relatively small and they were from services in metropolitan areas. Thus, interventions and assessments used in regional and rural Australia remain unclear. Such information is particularly important as two of five people with dementia live in regional or rural towns and communities Australia (Brown et al., 2017) and dementia care provision in regional and rural areas of Australia is different to care in metropolitan areas (Hansen, Robinson, Mudge & Crack, 2005) . Finally, case notes do not always provide sufficient detail regarding the content of intervention. Limited time and space in medical records and poor therapist recall of detail mean that not all aspects of assessment and intervention are recorded in the case notes. For example, therapists may have spent more time identifying concerns and collaboratively problem solving with caregivers but the collaborative approach to care was not apparent from reading the notes (Pierre, 2001 ).
Implications for future practice
There is scope for more comprehensive occupational therapy intervention to support people with dementia in clinical practice; the gap between evidence based practice and usual care needs closing. The findings from this audit have implications for occupational therapists as well as organisations offering services to people with dementia (and their caregivers). First, this study is a call for action for dementia care service providers to facilitate evidence based occupational therapy through resources, training and role definition. Such care has been shown to improve outcomes for people with dementia and their caregivers. Second, the audit highlights the (potential) need for occupational therapists to further their knowledge and skills in providing care for people with dementia. Multiple courses exist that specialise in training occupational therapists to work with this population group. Thirdly, the authors encourage those interested and/ or confident in supporting people with dementia to promote their knowledge and skills within their services and networks, for example, via newsletters. Finally, there is a need to evaluate if the current intervention approach (one or two visit intervention with a focus on short-term service delivery) is an effective method to support people with dementia, and if so for whom and at what stage in the disease process.
Conclusion
Occupational therapists have the potential to improve functional capacity, quality of life and leisure participation for people with dementia and support in coping skills for caregivers. However, the current focus appears to be on short-term risk management. This audit has highlighted the gap between evidence and current occupational therapy practice in provision of services for people with dementia in Australia.
Key points for occupational therapy
• Occupational therapy practice in dementia care does not reflect occupational therapy interventions which have been shown to be effective in randomised trials.
• Steps are needed to increase the time and number of consultations offered and to shift the focus from assessment (and risk management) to intervention (which focuses on promoting independence and addressing changed behaviours).
• Studies are required which evaluate whether the current approach to care is effective.
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